In the 10 year period 1936-1945 inclusive 800 new cases were seen and these were grouped into 9 sites. The number of cases included in each site is shown in Table I and the number of survivors at 5 and 11 years is indicated in the second and third columns of this Table. The age groups, duration of symptoms before treatment, staging, histology and multiplicity of primary tumours were discussed in the previous paper (Ledlie and Harmer, 1950) and-the results of the various treatments employed were evaluated. In this present paper it is intended to analyse further those patients who were still surviving in December 1950, giving a minimum 5-year follow-up of all cases in the previous paper, and to correlate the survival time with the staging, histology, first treatment and subsequent treatments of each case individually. In order to simplify the tables in the previous paper (1950) the primary sites were condensed into 4 groups and the number of cases in each group at that time is indicated in Table II. The right hand column of Table II shows the number of cases considered in this paper, namely 149. (Table III) Anterior two-thirds of tongue . 150
25 (Table IV) Other Mucosa of Lip (Table III) The interesting feature of this group is that only one patient of the 59 considered died of his disease (a Stage I case who recurred after 13 years and who died 2 years later). Fourteen patients, however, had a recurrence of their tumour treated at one time or another. The good results for carcinoma of the lip may be attributed not only to its natural history but also to its accessibility for treatment by radiotherapy or surgery and to regular follow-up attendance. There was a high incidence of death from a new primary tumour elsewhere in the body, 7 cases occurring in this group-3 in the colon, 2 in the stomach and one each in the breast and bronchus.
In Stage I local excision of the primary growth was only employed on three occasions and these patients are recurrence-free after 14, 11 and 10 years respectively. Fifteen patients were treated by radium applicator and three of these recurred-two at the primary site and one in the cervical lymph nodes. These recurrences were treated by excision, radium needle implantation and block dissection of the neck respectively. These patients are alive and well 14, 12 and 6 years after first treatment.
Forty-one patients were treated by external irradiation (superficial X-ray therapy 35: teleradium 6) and the results have been good, only one patient dying of recurrence after 13 years. Seven Stage II and 3 Stage III tumours Anterior Two-thirds tongue (Table IV) Interstitial radium is employed frequently in the treatment of cancer at this site. None of the patients still living, however, were treated by this method and 2 of the 3 cases who died of cancer received interstitial therapy in the first instance, combined in one case with teleradium and in another with a block dissection of the neck. Seven of the 9 patients still living were treated by external irradiation, the other 2 (Stage I cases) having a local excision, combined with a block dissection of the neck in one case. A wide local excision can cure the primary disease; teleradium and X-ray therapy gave good results and proved more effective than interstitial irradiation in this series, although the results of the latter treatment in some other centres do not confirm this (vide Table XV (Table V) Five patients in this group died of their disease and all were treated with external irradiation (teleradium 4: X-ray therapy 1), 2 also having a block dissection of the neck. Only one of these, however, was Stage I when first seen. It is interesting to note that 3 patients in this group died of a new primary tumour in an area remote from the treated cancer, namely, bronchus, stomach and colon.
Two of the cases demonstrate well the importance of regular follow-up for all cancer patients and these patients owe their survival to the combined vigilance 
of the surgeon and radiotherapist. One case in particular had five local excisions and finally a block dissection and has now been recurrence-free for 7 years. Seventeen patients in this group are still living and of these 12 had external irradiation (teleradium 8: X-ray therapy 4), 3 were treated by combined methods i.e., local excision and X-ray therapy, and 2 had a local excision and block dissection of neck. Interstitial therapy was only employed twice for the primary lesion, both of these patients surviving more than 5 years without recurrence. (Table VI) There are two striking features in this group, firstly the high incidence of survivors in Stages II, III and IV, only 2 being in Stage I, with one patient unstaged, and secondly that only one patient recurred later than 5 years after first treatment. All the 18 cases considered were treated with external irradiation (teleradium 11: X-ray therapy 7), one case also having a local excision and another interstitial irradiation. None of this group eventually died of the disease; 2 died of a new primary growth elsewhere. Histologically 12 out of the 18 cases had well-differentiated squamous cell carcinoma. Radiotherapy is the treatment of choice for all cases in this group, but nevertheless, only 9 per cent of patients treated survived 5 years. (2) Carcinoma of the lip is best treated by superficial X-ray therapy.
(3) Small Stage I growths in accessible situations within the mouth may be widely excised, but can be treated with equal success by radiotherapy. Regular follow-up is particularly essential in these cases.
(4) Recurrence at the primary site is more common than is usually appreciated and may be as frequent as recurrence in the nodes after both have been apparently successfully treated.
(5) In most buccal and oro-pharyngeal sites the results of teleradium therapy are superior to those of X-ray therapy.
(6) The results of teleradium treatment for growths of the anterior two-thirds of the tongue has not been so successful as interstitial methods reported from other centres.
These conclusions were formulated on a minimum 3-year follow-up and remain largely true in the light of this more recent survey with a minimum 11-year follow-up period. Point (6) in the conclusions, however, has not been re-examined. Between 9 and 12 per cent of patients were lost to follow-up in the whole series. This figure would probably be improved upon at the present time, but many cases failed to attend during the war years, 1939-1945, and were consequently lost for follow-up purposes.
The conclusion of the original paper, that for treatment to be successful it must be radical in the first instance is supported and in addition it is confirmed that the only method of ascertaining complete eradication of the disease is regular out-patient follow-up.
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